chotic children whose disturbance would appear to be less closely related to immediate environmental factors. With one exception, the twelve Inner London boroughs employ child psychiatrists directly in their services for children, the exception being a borough which is able to utilize the splendid resources of the Tavistock Clinic. The number of child psychiatric sessions worked within the Inner London boroughs is 2,500 per annum, and this figure does not include those sessions worked in Stamford House Remand Home for Boys or Cumberlow Lodge for Girls, whose services are largely undertaken by the Maudsley Hospital. Summary There are 4,500 disturbed children receiving special educational treatment, and this treatment is contributed to by 2,400 child psychiatric sessions per annum. There are a further 5,000 children in the long-term care of the local authorities, and disturbance is very prevalent in this group. These children, and those admitted at some crisis into the care of the local authority, receive the attention of child psychiatrists working 2,500 sessions per annum. Furthermore, the total number of sessions provided by the education authority and the children's services (4,900 per annum) is considerably more than the aggregate number of child psychiatric sessions provided per annum in all the London teaching hospitals.
The high incidence of disturbance in children means that families with children presenting the range of problems included in this umbrella term must constitute a large part of every London medical practice. I am sure all would agree that the treatment of most disturbed children properly lies outside the hospital. In the case of residential treatment the training and experience of residenttial child care officers seems more appropriate to the needs of disturbed and deprived children than is the present training and experience of a nurse. And above all, these children are our children and belong within the community in which they will live out the rest of their lives.
Surely the nature of their disturbance, and the treatment methods which have been evolved in their management, should be a part of the training of all the community's doctors. Even the postgraduate teaching hospitals seem to be insufficiently involved with the services I have described. There is, indeed, an enormous gap in medical education, and I am thankful that I have been asked only to describe it, not to proffer a solution.
Dr Martin Bax (Salamon Centre, Guy's Hospital, London SE] and Department ofChild Development,
Institute ofEducation, London WCJ)
Pediatric Role in the Care and Management of the Disturbed Child Two anecdotes reflect the attitudes of both the teaching profession and social workers toward the medical role in the care and management of the disturbed schoolchild:
A head teacher was explaining to me why she no longer felt it was useful to ask doctors for help with children whose behaviour was difficult. She showed me a report from a psychiatrist on a 7-year-old which included the statement that the child drew 'phallic aeroplanes' but went on to offer the information that he was difficult to examine because he would repeatedly throw objects from the examiner's desk at the psychiatrist who was examining him. The head teacher explained that the child always threw things on her desk at her and it was precisely for this reason that she had referred him. She had got back from the psychiatrist a description of the child's behaviour with which she was already too familiar and had received no help or advice about how he could be helped in the school.
The second anecdote relates to children at the other end of their school careers. I wished to see something of the behaviour and to think about the problems of physically handicapped adolescents, and so I asked to go on a short residential course which was being run to try to assess what possibilities there were of finding jobs for these young adults. The social worker there said I could come provided I came in a non-medical capacity, because she thought that doctors often had quite unreal ideas about the way such young people could be helped and that it was better for them not to see doctors at this time.
These are both single incidents but they are not unique and they reflect a quite widely held feeling among teachers and social workers that doctors really have very little to offer them in relation to the problems of the disturbed child. One therefore poses the question: does the paediatrician have any role to play or would it perhaps be wiser to leave things to teachers and social workers who sometimes feel they do better without the help of the medical profession. I want to emphasize how important I feel it is that pxediatricians play a part in understanding and helping these children.
There is increasing evidence that educational, behavioural and intellectual problems overlap. There is also evidence that children with one or more of these problems may show evidence either of neurological dysfunction or of an aberrant or delayed pattern of development. The most comprehensive recent studies which relate to this are those of Rutter, Graham & Yule (1970) and Rutter, Tizard & Whitmore (1970) . In unpublished studies on school entrants in the Isle of Wight, Section ofMedical Education Dr K Whitmore and myself have been able to show that in a proportion of the children who had a known medical condition, such as a squint or history of epilepsy, there was also evidence of other neurodevelopmental problems. A particularly interesting group were the boys with undescended testes, in about half of whom this was not the only problem. Their aberrant neurodevelopmental function was likely to be reflected in behaviour and/or learning difficulties during the school period. In summary, a child who is biologically abnormal may get into difficulty and for this reason the paediatrician with his knowledge and interest in the whole range of the child's developing abilities, physical, intellectual and emotional, is an essential member of the team which tries to help children who go astray.
We have recently carried out a similar study of 5-year-old children in a South London suburb, and it seems that the number of children with problems here is much greater than in the relatively stable population in the Isle of Wight. Dr Tait has given us some figures of the size of theproblem in London at the moment (Tait 1971) ; from my own observations the number of children in difficulties in the central urban areas due to environmental and social changes is rising.
If we accept that a certain type of child deserves attention, what sort of undergraduate training might be appropriate? In order to identify disturbances as early as possible, the student requires training to distinguish the normally developing child from the abnormally developing child. He must study normal child development in terms not only of physical and intellectual development but also social and emotional development. Normal development includes not only physical growth but the development of gross and fine motor skills, visual and perceptual skills, hearing, speech and language. In addition, the undergraduate student should learn the importance to child development of the child's cultural background and his physical environment. Further, he should be able to examine children and this includes the ability to communicate with themthere are many doctors still who have difficulty in getting a 4 or 5-year-old to talk. Finally, he needs to be able to communicate with the parents of the children he sees. These seem to be the basic needs of the undergraduate. How far are these needs recognized and how far are they being met at the moment?
The relevant section of the Todd Report discusses the care of the newborn child and then continues:
'Later, the student should study the child in his home and school environment and be made aware of the services provided by local authorities and others for the care of children. He should befamiliar with growth and development of the normal child and with immunization procedures. Diseases and disorders of childhood will be studied in the o.p. clinics and wards of the hospital. An introduction to child psychiatry, including the study of mental subnormality, should be given at this stage' (Royal Commission on Medical Education 1968).
The sentence which I have italicized seems to suggest that the growth and development of the normal child will take about as long to teach as immunization procedures! The text also suggests that the geographical emphasis of the teaching is going to be in the 'o.p. clinics and the wards of the hospital'. This, alas, is not where the disturbed child is usually to be seen. The report also envisages that the pediatric appointment will probably occupy some eight weeks of the student's training.
How far is the pediatrician in the teaching hospital able to play a major part in the training of undergraduates who are later to handle the problems of the disturbed child in the community? I believe that in some centres he is failing. The traditional answer to any problem of undergraduate training is to suggest that the particular aspect should be emphasized and time carved out of that available to fit it in. In this case, however, this is not likely to be successful. It is difficult to interest the student in normal child development when his ward work is involving him in what may seem more exciting and dramatic problems of acutely ill young children, and I doubt if this is the likely place to fit such studies into the programme. Surely child development and childfamily interaction should be a feature of the preclinical training period. It could form part of the 'behavioural sciences' that the Todd Report says should play a larger part in the preclinical training. The study of the normally developing child from the time of conception to puberty fits naturally into the preclinical course: embryology, anatomy, neurophysiology can all be made more relevant when the student is at the same time observing the events of pregnancy and normal child development. I remember how much more relevant my preclinical neurophysiology course suddenly became when I started to examine the nervous systems of young babies. I saw patterns of neurological function which I had pieviously believed existed only in cats bred by Sherrington. In studying normal babies the student must be taught by a trained observer, although, particularly in terms of the behavioural, emotional and social development of the child, this observer need not necessarily be a doctor, which may mean an easing on the teaching load that many pediatricians have to bear. If this emphasis was -.5 6 firmly established in the preclinical period it could readily be reinforced during the student's period on the pediatric appointment. The doctor would qualify with a much better understanding of the way in which disease and stress come together to interfere with the development of the child.
In the postgraduate period the training of the doctor to meet the needs of the disturbed child can be briefly summarized under the headings diagnosis, treatment, and management skills. This last implies the understanding of the work and contribution of other professionals such as teachers and psychologists who are concerned with the problem of disturbed children. I doubt if the present hospital-based pediatrician is well-equipped to meet these needs.
In the future there must be pidiatricians in academic departments whose main work is not in the hospital but in the child's home, welfare clinic, nursery school and school. It is important that these pediatricians working in the community should have hospital appointments and good contacts with their hospital-based colleagues. The local authority child guidance service has always suffered from lack of contact with child psychiatrists in hospitals and the practices ofthe two groups are often very different.
The part the general practitioner plays in this service has been overemphasized. It is difficult for the GP, within the bounds of his many commitments, to take on the heavy burden of helping with the disturbed child, although within group practices there are and will be many GPs who will play this role. Equally, I feel that for many years to come doctors will need to be working full time in the jobs which are currently done by school medical officers and welfare clinic doctors. They will need to be better trained and more widely respected than they are at the moment. This change in emphasis and redeployment within paediatrics might be resisted by those who see more urgent problems.
The urban environment is not designed to meet the biological needs of the growing child which were often better managed in a village type of community. There are many reasons why violence, aggression, disturbed and disturbing behaviour tend to be on the increase in urban society but failure to pay adequate attention to the needs of developing children is certainly one of them.
What constitutes a 'disturbed child'? All children can be disturbed: sometimes it is their only means of focusing attention on a normal requirement. We accept this in infancy but at what stage should it be seen as an abnormal symptom, and of what is it a symptom? Perhaps, again, it shows a need, although probably not a physiological one. Perhaps we could loosely define our range as covering children whose behaviour creates disturbance, whether at home, at school or with companions, and whose failure to achieve normal social adjustment is seen to impair their development, their happiness and their ability to learn. Small wonder that they are so often unhappy children.
I hope that such a crude simplification will help to make clear why the presenting problem involves a wide area of investigation which will certainly include an assessment of the child's family, his home, his total environment and his school. It must not overlook those possible factors resulting from early mishaps, developmental abnormalities, even intercurrent illness. Such investigations will be tedious and confusing unless they are approached with an awareness of the wide range of customary differences, and with an ability both to communicate and to interpret and, above all, to leave open and pending those features which remain obscure. They must be noted but not judged. Perhaps, therefore, it could be said at the outset that the diagnostic interview of a disturbed child and his family is in many ways quite different from other procedures which involve the doctor in assessing the clinical situation as presented. Here observation plays a major role; accurate assessment can only follow later.
This brief survey suggests several areas for consideration. First, further thought and probably training time is needed before an interview can-be held in such a way that it increases the client's confidence, and so his willingness to say more, while at the same time succeeding in providing material information from which the doctor can begin to assess the nature of the problem. In so doing he must: (1) Come to some understanding of what is going wrong.
(2) Gain information as to the child's innate capacity in terms of both sensitivity to and adjustment to stress. (3) Consider the nature of the child's vulnerability; this may be inborn or derived from factors in his upbringing, or more often a combination of both.
His previous training should enable him to do this to some extent. He knows enough anatomy
